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State of New York
WORKERS’ COMPENSATION BOARD

Notice of Right to Select a Workers’ Compensation Board Authorized
Health Care Provider

Injured Employee’s Name Injured Employee’s Social Security No. | Date of Accident

Employer’s Name and Address

To the Injured Employee:

For the treatment of your work-related injury or iliness, you may choose any physician, podiatrist, chiropractor, or
psychologist (upon referral from an authorized physician) who is Workers’ Compensation Board authorized and who
is accepting workers’ compensation patients.

While you may choose to utilize a network or provider which is recommended by your employer or its workers’
compensation insurance carrier or to permit your employer to select a provider on your behalf, you may, at any time,
change your health care provider without jeopardizing your workers’ compensation claim for benefits.

Signature of Injured Employee Date Signature of Witness Date

Please note: It is not necessary for you to sign this consent form if your employer is (i) participating in a certified
preferred provider organization (PPO) under Article 10-A of the Workers’ Compensation Law, or (ii) participating
in the alternative dispute resolution (ADR) pilot program under section 25(2-c) of the Workers’ Compensation
Law. In accordance with these statutory programs, except in emergency situations, you must obtain at least
initial treatment for any workers’ compensation injury or illness from the certified network(s) or providers
designated by your employer.

To the Employer:

The employer shall provide the above-named injured employee with a copy of this signed form and shall maintain the
original form in the employer’s records where it may be inspected by the Workers’ Compensation Board at any time.
This form shall not be submitted to the Workers’ Compensation Board nor shall it be executed prior to the occurrence
of this employee’s work-related injury or illness.

The Workers’ Compensation Board employs and serves people with disabilities without discrimination.
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THIS NOTICE IS WRITTEN IN ARABIC ON THE REVERSE SIDE.
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